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PREFACE 

With this volume, the Nursing Curriculum Project (known officially 

as Regional Action to Improve Curriculums in Nursing Education) 
launches a series of publications to be entitled Pathways to Practice. The 

series title is intended to emphasize the pluralpathwaysfor it is the 
project's goal to recommend a coordinated structure of educational 

programs for all nurses. As if the confusion over today's non-system of 
nursing education were not problem enough, the project is working 
against the pressure of the on-rushing future; foreseeable changes in the 

nation's and the Southern region's health care delivery system are 
bound to exacerbate today's problems. The need for a system of nursing 

education has never been greater. 
But one cannot leap precipitously into the future, ignoring the status 

quo, without paying a high price. One gets there from herethus, this 
first volume, which brings together the most recent facts we could find 

about nursing education in the South today. These are facts that, for the 
most part, are generally available, but they are facts that are rarely 

brought together in such a way as to illuminate, state by state and for 
the region as a whole, the situation with which we must deal as the 

project begins to move forward. 
The project staff and seminar members (who are listed in an appendix 

at the end of the volume) are finding this kind of resource material in- 
dispensable to their work on the project's goals, and it is our hope that 

health professionals throughout the South will also find this fact book a 
helpful reference. 

December 1973 
Atlanta, Georgia 

PATRICIA T. HAASE 

MARY HOWARD SMITH 

BARBARA B. REITT 
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CATALYSTS FOR CHANGE

New Directions in Health Care

Curriculum planning for the health sciences has become a matter of
vital concern. Several social forces have exploded to make the subject
a pressing issue not only in educational communities and governmental
agencies but for the consumer as well.

One such force, attested to by the many commissions and task forces,
is the failure of the existing health care system to produce the optimum
in services that American citizens want and can afford. The National
Advisory Commission on Health Manpower announced quite cogently
as early as 1967 that the country's system of health care was a non-
system with gaps and duplications, one which poorly integrates efforts
and needs. The expenditures for health in this country are the highest
in the world, but one-fourth of the population is significantly under-
served. In 1972, 7 per cent of the gross national product was spent for
health and the bill continues to rise, due almost entirely to increased
costs for the same services. Saward (1973) predicts that "by about 1984
health care will represent at least 8 per cent of the gross national prod-
uct and quite possibly almost 9 per cent." The price of a hospital bed
in the year 2000 will be out of the reach of all but the extremely wealthy.

Support for prepaid group practice and a sufficient number of health
maintenance organizations by 1980 to serve 90 per cent of the popula-
tion is growing. The health maintenance organizations will emphasize:
prevention and early care, decreased costs, increased productivity from
resources, better geographic distribution of care, and the mobilization
of private capital and managerial talent. Support is also growing for
some form of universally available "basic set of personal health-service
benefits" (Saward, 1973), possibly for national health insurance. De-
pending on the manner of financing that is proposed, the cost to the tax-
payer would vary. Fully nationalized health insurance is predicted to
cost 90 billion dollars by the turn of the century (Sisson, 1973).

Another social force is the fundamental change in society's concept
of health care. Health care is increasingly seen as a right rather than a
privilege. National goals are being refocused on the prevention of illness
and the maintenance of health.

Knowledge about health and disease continues to expand at expo-
nential rates, and the future promises even more acceleration. Break-
throughs of vast social impact are occurring in the biological sciences.
Antigen rejection problems are being solved, meaning that thousands of
organ transplants will be possible. Within a decade immune tolerances
for specific antibodies wig be established, viral diseases will be con-
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trolled, and many forms of cancer will be curable. Within thirty years
large and complex molecular proteins, nucleic acids, and viruses will be
developed on demand. Cloning will be possible within a generation, and
genetic defects may be correctable in utero. Clearly, continuing educa-
tion will be mandatory for all health workers.

Breathtaking advances in technology are occurring as well. The com-
puter revolution is here. Automation coupled with the use of the com-
puter will cause job obsolescence for many. An automated clinical
laboratory providing services for a city will require fewer technologists
than a non-automated laboratory serving a single hospital. Computers
are already in use on some nursing units. Record-keeping functions and
some management responsibilities will be drastically changed. Computer
consoles, located in the offices of hospital staff physicians, will be giving
immediate feedback to medical orders. Medications will be prescribed
by use of the computer and come to the nursing unit prepared in single
dosages. Computers will be used for assistance in diagnosis and in the
planning of treatment strategies. Computer-driven self-diagnosis con-
soles may even be available to future consumers. Communication sys-
tems, including the use of satellites, will improve so that a rapid ex-
change of information may occur to even the remotest areas. Telecom-
munications will also be used by para-professionals in rural or isolated
areas for diagnosis and prescription by professionals in medical centers.

The social forces just described illustrate such overriding cultural
developments as increasing information, constant change, and the rapid
pace at which both occur. Choice is inevitable. The clear choices in
health range from comprehensive health care for all to an even more
sophisticated technology available to the elite. The choices in curricu-
lum planning are more amorphous. The time has recently passed when
the professional alone could determine the purposes and outcomes of
highly individual and loosely related programs. A demand for account-
ability and responsiveness, for optimal use of material and human re-
sources, may erode isolationism, single-purpose programs, and even the
traditional bureaucratic structure in both service and education.

Social issues become catalysts for change.

Implications for Nursing Education

The crisis in the present health care system has resulted in proposals
for far-reaching changes in curricula for health education. Not since the
Flexner report on medical education in 1910 have the desire and oppor-
tunity for change in professional education been so pervasive. The
Carnegie Commission on Higher Education and the Nation's Health
has praised deviation from a curriculum design most adherent to the
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German research ideal for medicine. Health care delivery models, inte-
grated science models, and the traditional Flexner model are elements
contributing to the evolution of new designs. Twenty-six of the nation's
medical schools are reporting shortened programs, for the moment an
option most open to exceptional students, but an idea which may be-
come a program for the many. Other proposals include designs for ver-
tical and horizontal mobility creating new degrees for lesser levels of
competency.

The same forces for change are at issue in nursing, but the direction
for movement is less certain. Nursing is an emerging profession with a
toe-hold in the university, the home of occupations wishing to become
professions. Its curricular purposes are more unsettled, issues of high
impact less resolved, and school and program objectives less clear when
translated to clinical practice. Expertise resides with the few. A role
structure (i.e., categories of personnel possessing different compe-
tencies) with meaning for the practitioner and the employing agency
has yet to emerge. Utilization of nurses in many settings is misaligned
with preparation for practice: highly developed nursing skills are un-
used, understandings weakened, and new graduates co-opted into the
unyielding bureaucratic structure of many hospitals.

The National Commission for Study of Nursing and Nursing Educa-
tion (Lysaught, 1970) recommended that "no less than three regional or
inter-institutional committees" be established for the study and de-
velopment of the nursing curriculum. These studies are to be similar to
previous national studies in the biological, physical, and social sciences.
"Objectives, universals, alternatives and sequences for nursing in-
struction" are to be developed. "Appropriate levels of general and spe-
cialized learning for different types of educational institutions" are to be
specified. ".Particular emphasis is to be given to articulation of programs
between the two collegiate levels."

In October 1972, the Nursing Curriculum Project of the Southern
Regional Education Board (SREB) was begun pursuant to the recom-
mendations of the Commission and the wishes of the SREB Nursing
Council. The Council, composed of the deans and directors of associate
and baccalaureate degree nursing programs in 14 Southern states,*
after study of the Commission's report, recommended regional action
to improve nursing curriculums. It was the Council's belief that change
in nursing education was essential to facilitate coordination and articu-
lation between programs. The W. K. Kellogg Foundation agreed to
fund the project for three years.

Alabama, Arkansas, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi,
North Carolina, South Carolina, Tennessee, Texas, Virginia, West Virginia.
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The specific purpose of the SREB Nursing Curriculum Project is to
describe and differentiate the types of nursing personnel need& for the
future, based on the needs of the people in the region for health vices
which can best be provided by nursing personnel, and to propose ways
in which these nurses can best be educated.

Assessing Nursing Needs

One of the traditional strategies for analyzing health care needs is to
review manpower data collected by governmental agencies and occu-
pational organizations. Such data as are available are usually dated and
always relatively meaningless unless used in a theoretical frame of ref-
erence to match the existing or future health care delivery system.
Furthermore, existing data tell little about the distribution of health
care workers. Although some form of national health care insurance is
inevitable, it is difficult if not impossible to predict the organizational
structure. As Blum so cogently observes:

Until there's some notion of how . . . different kinds of man-
power are going to relate to one another within the delivery
system, thee will be places where some . . . couldn't possibly
be used and there are places where the kind that are being
trained are going to be marvelously well suited. . . . Many of
the people we're training today will have to be retrained many
times in their lifetime . . . the prototypes . . . today aren't
necessarily going to hold up when the organizational structure
settles down and those organizational structures are going to
change many times with technology and other ways of looking
at things. (1971, pp. 122-123)

The role structure of the nursing prototype will be changing; as a con-
sequence, nurses will be changing their "ways of looking at things,"
Nurses have fervently sought professional status since the late 1800's.
Remarkably competent and talented leaders have aggressively pursued
aims and values yet to be achieved. The chasm existing between ex-
pectations expressed on paper and the actual accomplishments of most
members of the discipline is one that must be bridged.

The most serious gap in matching expectation to reality is a vast
shortage of nursing expertise. The lack of nurses educationally prepared
for college teaching, clinical specialization, administration, and research
is appalling. Approximtely 700 nurses nationally hold doctoral degrees,
considered by many as the union card for university teaching and re-
search. Employers of faculty for the nearly three hundred baccalau-
reate programs, not to mention the graduate programs, must settle for
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the educational preparation that the available nurse teachers have.
Only 18,300 nurses hold a master's degree, the lowest degree recom-
mended for clinical specialization and administration. Donna Diers
(1972) reports that of the 676 nurses holding doctoral degrees listed in
Nursing Research in 1971, only 21 indicated any real research activity,
although an additional 171 said that research was part of their respon-
sibilities. The 192 total represents .04 per cent of the population of em-
ployed nurses, a shoekingly low proportion.

For years the hue and cry has been about shortages of bedside nurses
for hospitalized clients, but the problems and needs for nursing services
cannot be approached by counting the numbers of these practitioners.
The problem is partly one of distribution. There are certainly not enough
nurses in certain places and in certain jobs. Some geographic areas,
most often rural or inner city, are underserved by all health care workers
including nursing. The lower economic levels of society do not have the
nurses they need. The aged, the chronically ill, the mentally ill are
underserved. On the other hand, some metropolitan areas are experienc-
ing a surplus of nurse applicants for the jobs available. The problems of
quantity are being solved, but the problems of quality are still at issue.

In 1966, the American Nurses' Association (ANA) adopted a position
paper recommending that two levels of nurse practitioners be prepared,
one at the technical level, widely interpreted to mean diploma and
associate degree preparation, and one at the professional level, a bac-
calaureate degree holder at the very least. Not unexpectedly, this paper
led to a relatively deep division among the faculties and graduates of
the various educational programs. Many employing agencies continued
to insist that "a nurse is a nurse" regardless of educational prepara-
tion. Many physicians and other health care workers proclaimed the
promise of one type of graduate over another, so that some programs
seemed buoyed on the strength of emotional response alone. Listings of
the characteristics of technical and professional nurse graduates began
to appear, but the one study (Waters, et al., 1972) which has been pub-
lished failed to show clearcut differences at least in the decision-making
arena.

NURSING EDUCATION IN THE SOUTH, 1973

To assess educational needs in planning for nursing education in the
future, we need to know, in gross terms at least, what we already have
now that we should build upon or modify. Among our first questions
are: How many educational programs do we have? How many do we
need? How do the number and size of programs relate to the supply of
nurses?
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In Table I (page 7) we begin to get a few answers.* Comparable fig-
ures for medicine are showy, not because we are advocating a medical
model for nursing education, but rather because medical and nursing
education experience some of the same problems. Both are considered
costly compared to many other professional curricula. Both are attempt-
ing to provide skilled practitioners in fields thought to be notoriously
undersupplied. Both curricula have highly developed clinical compo-
nents requiring faculty supervision and agency affiliation.

Both regionally and nationally we have approximately twice as many
nurses as we do physicians; but we have about ten times as many pro-
grams to prepare RNs as we have medical schools. Nursing programs
averaged 37.6 graduates each in 1972 nationally, 31.1 in the SREB
statesin other words their productivity in terms of numbers of grad-
uates per program was less than half that of medical programs.

It would be unfair and unrealistic to push comparisons with medical
education too far. In any event, in nursing we are concerned with pro-
grams at two levelstechnical and professionalnot just professional
alone. In raising the question of numbers of programs, it is necessary
to look more closely at the three types of programs preparing nursing
students for RN licensure.

Types of Nursing Education Programs

Two major forces have been operating on decisions to establish nurs-
ing education programs, both regionally and nationally, in recent years.
On the one hand has been the movement toward expansion of the
nursing workforce by expanding numbers of educational programs.
Partially counter to that has been response to the ANA position paper
of 1966, which has encouraged the closing of a good many diploma pro-
grams. As a result, of the interaction of these two forces, programs were
opening and closing in 1972 at a surprising rate. In the National League
for Nursing's State Approved Schools of NursingR.N. (1973), 89
diploma programs with current enrollment were listed as closing, 21 of
them in the SREB states; and to close the presumed gap between nurs-
ing needs and nurse availability, 34 baccalaureate and 85 associate
degree programs in the region alone were new or developing. Table II
(page 8) shows the numbers of diploma, associate degree, and bacca-
laureate programs in the South, with percentages indicated in each
category.

In the SREB states slightly more than half the RN-preparatory pro-
In this table, as in all tables, figures are incomplete for the following states in the

ifollowing categories because in each case figures are not available for one school:
diplomaMississippi; associate degreeAlabama, Mississippi, South Carolina; bac-
calaureateFlorida, Virginia.
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TABLE II

Nursing Programs Preparing for Beginning Practice
(RN only) as of January 1, 1973, SREB States

State
Diploma

N' %
Associate
N' %

Dacca-
laureate
N' %

All
Programs

N' %

Ala,
Ark.
Fla,
Oa,
Ky.
I.K.
Md.
Miss.
N. C.
S. C.
Term.
Texas
Va.
W. Va.
SREB

States
U.S.A.

9
0
1

0
4
3
7
2
9
1

7
7

18
3

77
444

(9)"

3
7
1

4
0
7
5

(13)
(3)

(61)

41

4
21
18
23
33
12
23
8

28
17
47
20

23
35

8
7

20
17
14
3

11
10
20

9
13
23
14
9

178
635

(2
(4
(2

(11
6
1

3
0
3
2
6
7
2

(52)

*36

78
74
61
60
23
53
59
50
69
52
56
37
60

54
42

5 23
2 2 22
6 5 22
6 3) 18
5 4 22
7 5 54
3 2 14
5 2 29

11 7 27
3 23

4
111 6 27

20

6 4) 16
3 2) 20

77 (51) 23
289 23

22
0

27

28
23
13
21
17
40
13
2 6
41
38
15

332
1,268

(13
(0
(8

(13
(9

(12
(3

(14
(
17
18
10)
(8)

(164)

100
100
100
100
100
100
100
100
100
100

100
100

100
100

100
100

'Not Including programs designated as closing.
"Figures in parentheses represent number of NLN accredited programs.
SoyacE: NLN, Schools of NursingR.N. (1973).

grams are two-year, associate degree programs, of which 21 were newly
approved by their respective states in 1971-72. The rest are about
equally divided between diploma and baccalaureate. Nationally, it will
be noted, the picture is slightly different, but with associate degree
programs still the largest single category (42 per cent), and with diploma
second (35 per cent) and baccalaureate least (23 per cent).

Clearly, both regionally and nationally associate degree programs are
in the ascendancy and gaining ground. (Gerald Griffin of the NLN
estimates one new associate degree program each week.) This means, of
course, that we are attempting to close the supply demand gap with
technical rather than professional personnela perfectly reasonable
approach if we can assume that we can overcome the shortcomings of
the healthcare system by the production of numbers without reference
to what they are prepared to do. The question of differentiation, referred
to earlier, re-emerges as basic and pervasive. It becomes more so when
programs preparing vocational nurses (LPN) are added into the total
picture, as in the next table. It has been estimated that LPNs and aides
compose from 62 to 72 per cent of the nursing service personnel in South-
ern hospitals (MacDonald, 1973). Tables III and IV (page 9) show the
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TABLE III
Nursing Programs Preparing for Beginning Practice

Including Vocational Programs as of )anuary 1, 1973, SREB States

State
Diploma
N. %

Associate
N %

Dacca-
laureate

N" %

Voca-
tional

N' 0'

Alabama 9 18,3 8 16.3 5 10.3 27 55.0
Arkansas 0 - 7 23.0 2 6.0 22 71.0
Florida 1 2.0 20 35.0 6 10.0 30 53.0
Georg'a 6 8.0 , 17 22.0 5 7.0 48 03.0
Kentucky 4 10.0 14 36.0 6 13.0 16 41.0
Louisiana 3 8.0 3 8.0 7 19.0 24 65.0
Maryland 7 16.0 11 25.0 3 7.0 23 52.0
Mississippi 2 6.0 10 30.0 5 15.0 16 49.0
North Carolina 9 10.0 20 24.0 11 13.0 45 630
South Carolina 1 2.0 9 19.5 3 6.5 33 72.0
Tennessee 7 20.0 13 39.0 5 15.0 9 26.9
Texas 7 4.0 23 13.0 11 6.0 142 77.9
Virginia 18 19.0 14 15.0 6 6.0 56 60.0
West Virginia 3 10.0 9 30.0 3 10.0 15 50,0

SREB States 77 9.2 178 21,2 77 9.2 506 60.3
U.S.A. 444 17.8 635 21.5 289 11.6 1,220 49.1

'Not including programs designated as closing.
SOURCES: NLN, Schools of Nursing-R.N. (1973) and Schools of Nursing-L.P.N./
L,V.N. (1973).

TABLE IV
Enrollments in Nursing Programs Preparing for Beginning Practice

Including Vocational Programs as of September 15, 1972, SREB States
Bacca- Voca-

Diploma Associate laureate tional
State N' % N' % N' % N' %

Alabama 1,184 32 570 16 915 25 986 27
Arkansas 0 0 1,053 49 514 24 583 27
Florida 479 8 2,872 46 1,088 18 1,788 28
Georgia 1,078 21 1,814 35 825 16 1,415 27
Kentmeky 556 14 1,579 39 1,288 31 651 16
Louisiana 826 20 525 13 1,667 42 983 25
Maryland 1,042 22 1,563 33 1,213 26 862 19
Mississippi 188 7 945 36 780 29 734 28
North Carolina 1,274 19 1,484 22 2,479 37 1,453 22
South Carolina 174 7 829 31 851 32 787 30
Tennessee 1,255 .!3 1,696 31 1,334 24 1,231 22
Texas 1,192 8 3,236 22 5,557 38 4,588 32
Virginia 1,739 31 1,064 19 1,025 18 1,837 32
West Virginia 553 24 830 36 505 22 439 18

SREB States 11,540 16 20,060 20 20,041 28 18,337 27
U.S.A. 71,604 27 67,543 25 73,890 27 58,186 21

'Not including programs designated as closing.
SOURCES: NLN, Schools of Nursing-R.N. (1973) and Schools of Nursing - L.P.N./

L.V.N. (1973).
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number, percentage, and size of vocational nurse programs compared
to RN programs.

It will be noted that, while vocational programs constitute 60.3 per
cent of nursing education programs in the SREB states, they have only
27 per cent of total nursing enrollments. This probably reflects a ten-
dency for even small communities needing nurses to attempt to "grow
their own." Evidently more of that is going on in the South than in
the nation as a whole, where vocational programs are 49.1 per cent of
all programs and have 21 per cent of all nursing enrollments.

Productivity of Programs

Figures showing numbers of programs are of limited utility without
some examination of the numbers of nurses the programs are turning
out. Table I gave average graduations for all RN-preparatory programs
and revealed them to be less productive of graduates than medical
school programs. In Table V (page 11) we can review the productivity
of RN programs by program type.

In the nation as a whole, and especially in the SREB states, the asso-
ciate degree programs were markedly less productive than diploma
programs and somewhat less than baccalaureate programs. The rela-
tively low productivity of the two-year programs doubtless reflects
their newness and thus the probability that the new programs were not
yet operating at capacity. The balance may be expected to shift as
hospital programs continue to phase out, often in the process merging
with community college programs.

Whether overall productivity will increase is another matter. To pro-
vide some basis for prediction, Table VI (page 12) indicates 1972-73
admissions to programs in the SREB states.

A quick scan of Tables V and VI reveals at once that numbers ad-
mitted exceeded numbers graduated. However, will there actually be an
increase by the time those admitted in 1972 are graduating? If we
assume an attrition rate of one-third (customarily used as a rule of
thumb in colleges generally, as well as in diploma nursing programs), the
regional and national picture will be that shown in Table VII (page 13).

Though both region and nation will probably see a decline in actual
numbers graduating from hospital programs, the decrease will be more
than offset by the growth in the associate and baccalaureate degree
programs. Further, the one-third attrition rate is of dubious applica-
bility to associate degree programs. Associate degree students tend to
be older than traditional college age: in 1967, 46.9 per cent of the stu-
dents in associate degree nursing programs were twenty or over, as con-
trasted with 12.6 per cent of baccalaureate students. In the same year,
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TABLE VII

Expected Net Increases in Programs
Preparing for Beginning Practice in Nursing

SREB States
Dipi. A.D. 13ao,

United States
Dipt. A.D. Bac.

72-73 Admissions 4,183 12,063 7,472 20,710 37,322 26,627
71-72 Graduations 3,421 5,078 2,605 21,592 19,165 11,027
Gross Increase 762 6,987 4,867 -882 18,157 15,600
Less Attrition -1,394 4 021 -2,491 -8,903 - 12,441 -8,876
Expected Net Increase -632 2,966 2,376 -7,785 5,716 8,724

32.3 per cent of the associate degree students were married (Knopf,
1972). In view of the recent increase in older-than-college-age students
in higher education generally (Fact Book, 1973), it seems quite likely
that these percentages have gone up. Associate degree students often
drop out for a year or two, to return to work for a time or to cope with
family situations, then go back to school and finish. It is highly likely,
therefore, that since the largest nursing enrollments are expected in the
associate degree sector, the anticipated attrition in the long run will be
less rather than more.

This will probably mean some increase in per-program productivity.
Discounting for the moment the near certainty of attrition, examination
of Table VII, showing the mean size of entering classes, suggests that
productivity will rise. Whether the actual net increase will be enough
to make an impact on unit costs or on the total workforce is a matter
for further study.

Table VIII (page 14) gives the same information for selected states
outside the Southern region. It will be noted that the ranges are similar,
though there seems to be a higher proportion of entering classes averag-
ing over 100 in the baccalaureate group, and a higher proportion averag-
ing over 70 in the associate degree group.

Table IX (page 15) presents in another way the data on size of enter-
ing classes in RN programs in the SREB states. It is noteworthy that
62 of the region's 178 associate degree programs, or 35 per cent, admitted
fewer than 50 students. Of the South's total of 332 RN-preparatory
programs, 190or 57 per centadmitted classes in the 26-50 category.
Classes averaging 100 or more students were admitted in 38 per cent
of the baccalaureate programs and in 24 per cent of all programs.

The data presented up to this point indicate that programs preparing
for beginning nursing positions are relatively low in productivity and
that, while productivity may improve in the immediate future, there
will still be room for quantitative improvement. Before leaving the sub-
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TABLE IX

Nursing Programs (RN) in the SREB States by Size of Fall
Admissions, August 1, 1972-Deeember 31, 1972'

Fall Admissions

No. of Programs**

Di! loma Associate Baccalaureate All

0 0 3 0 3
1-25 3 5 1 9

P3-50 25 54 10 89
61-76 32 46 23 101
76-100 7 26 12 45

101-125 5 22 10 37
126-150 1 6 5 12
151-above 3 14 14 31
Unknown 1 2 2 6

Totals 77 178 77 332

For programs showing few or no admissions during this period, indicating that
admissions are closed before August 1 each year, admissions figures from the
previous year are used.

'Not including programs designated as closing.
SOURCE: NLN, Schools of NursingR.N. (1973).

jest of numbers, we should ascertain whether there is a relationship be-
tween program productivity on the one hand and number of programs
in proportion to size of population on the other.

Tables I and IV show the states with the greatest average number of
graduates per program to be:

Associate
All RN Diploma Degree Baccalaureate

Programs Programs Programs Programs

Florida (46.8) Florida (57) Florida (49) Maryland (56)
Texas (40.3) Georgia (48) Texas (37) Texas (49)
Maryland (39.6) West Virginia (47) Arkansas (33) Virginia (42)

Maryland (33)

Analysis of the data on numbers of programs and size of state population
from Table I indicates that many of the same states have a relatively
high ratio of population to RN programs; that is, a larger population
pool for each program to recruit from and a larger population as a base
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from which to draw resources. The SREB states have one RN program
to each X number of popult ''.on as follows:

1. Texas 268,886 8. Tennessee 161,240
2. Florida 250,310 9. Alabama 162,609
3. Louisiana 248,000 10. Kentucky 149,954
4. Arkansas 219,777 11. Mississippi 188,118
5. South Carolina 190,857 12. Virginia 125,368
6. Georgia 162,768 13. North Carolina 113,848
1 Maryland 162,240 14. West Virginia 111,812

Obviously there is not exact correlation of program productivity with
size of population served per prngram: Maryland, which ranks high in
productivity in three categories, is seventh on the latter list; and Vir
ginia and West Virginia are low on the program-per-population scale,
though among the higher producers in one category each However,
there Is enough correlation to warrant further examination.

It would be irresponsible to conclude that size of population to be
served should be the governing consideration in decisions to establish
programs to prepare RNs. There are other factors, geography being one
that has been invoked often in an attempt to overcome the maldistri
bution of the supply of RNs. Geographical considerations have been
thought especially important in the case of associate degree students,
many of whom are married and therefore less mobile, in contrast to
baccalaureate students, the majority of whom have traditionally been
single and of conventional college age. (The profile of the traditional
baccalaureate student may be expected to change in the near future as
more and more adults and other "non-traditional" students enroll at
all levels of education; see Fact Book, 1978.)

Because of the newne91 of many programs, especially in tha associate
degree category, it would be unfair to come to any closure on the pro.
ductivity issue now No guidelines have been determined for ascertain-
ing the optimal number of programs within a geographical area. The
National Commission for the Study of Nursing and Nursing Education
has helped to establish statewide planning groups for nursing. Without
knowing the future roles nursing graduates will be called upon to as-
sume, planning is difficult and hazardous. Before state planning groups
recommend any additional programs, it is to be hoped that they will
take a hard look at the costs and benefits of those already operational.
Are some of the newer programs, established with the idea that they
would relieve the nursing shortage in a given geographical area, really
doing so? Are there differences in where they are doing so and where
they are noturban/rural differences, for example? If they are not
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doing so, what is the cost of this failure? If they are, are they simply
satisfying the demands of local hospitals, or are they meeting the real,
emerging needs of the health care system?

Program Quality

Data on numbers and size of programs say nothing about program
quality, unless large enrollment is taken as one possible indicator of
high quality (i.e., "word gets around"). Statistics for most other indices
are not readily available. However, we do have access to figures on
faculty preparation. To educate quality nurses at any level, one must
have qualified teachers. The National League for Nursing, committed to
peer review, considers the master's degree as a necessary requirement
for teaching in the nation's nursing schools. In 1970, 16,655 nurses were
employed full time as faculty members in schools and programs of
nursing. Of this number only 6,781 persons or 43.6 per cent were holders
of the master's degree. Moreover, 13.3 per cent of all nurse teachers
either held the same degree as their students or, what is worse, were
instructing students who held degrees higher than their own. Fifty .four
per cent of nurses teaching are not educationally prepared to do so if the
criterion is the first graduate degree. (According to a recent study by the
American Council on Education, among college teachers in all fields,
5.8 per cent of men, and 7.5 per cent of women hold less than the
master's degreeChrotricle of Higher Education, August 27, 1973.)
Table X presents a breakdown of these data.

TABLE X

Faculty Preparation in Schools of Nursing, U.S.A.
Faculty Members

Holding lidding
Employing 'folding Holding Bacca- 'folding Doctor -
Programs Total Diploma Associate laureate Masters ate

N N % N % N ;,, N % N%
Diploma 8,207 1,933 23.6 49 0.6 4,733 57.7 1,473 17.9 19 0.2
Associate 2,461 36 1.4 24 1.0 947 38.5 1,444 58.7 10 0.4
Bacc,alaure-
ate&Higher 4,887 21 0.4 5 0.1 692 14.2 3,884 79.1 305 6.2

Vocational 3,844 1,864 48.5 108 2.8 1,622 42.2 250 6.5 0 0
SOURCE: NLN, Nurse-Faculty Census: 197e (1972).

Data for the SREB states are not available for either diploma or voca-
tional programs, but in 1972, 155 associate degree programs in the South
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reported that 63 per cent of their 1,567 faculty members held less than a
master's degree. In 72 Southern baccalaureate programs in the same
year, 14 per cent of 1,832 faculty members also held less than a master's
degree. Southern associate degree and baccalaureate programs reported
227.4 budgeted faculty positions vacant in the fall of 1973 (Newton and
Pemberton, 1973).

Lack of qualified faculty was singled out as a serious problem by Miss
Jessie Scott in her address to the Southern Regional Council on Col-
legiate Edueation for Nursing In 1972.

The number of nurses qualified for teaching represents but a
handful of the total active nurse work-force. According to the
National League for Nursing, student admissions increased by
seventeen per cent from 1970 to 1971. But nurse faculty from
1966 to 1970 increased,only about ten per cent . . We con-
sider the shortage of qualified nurse educators to be a monu-
mental barrier to nursing progress. (p. 29)

(And It is against such odds, one might add, that we are opening up new
programs at the rate of one a week l)

In addition to faculty preparation, most experts would also look at the
clinical facilities and the quality of the institution as a whole, in at-
tempting to gauge the quality of a nursing education program. In other
words, the institutional location of a program can contribute to or inter-
fere with quality. This is evidently what Luther Christman had in mind
in suggesting (1971):

In order to meet . . . criteria of excellence as well as economies
of scale, perhaps the nursing profession should do a coldly ana-
lytical examination of the many small and almost incomplete
models that now dot the countryside. By incomplete models, I
mean those that do not combine teaching, service, and re-
search. (p. 37)

It is beyond the scope and resources of this discussion to analyze the
settings and facilities of the nursing programs in the SREB states. We
can, however, sketch in some parameters which may suggest general
directions for further inquiry.

The combination of teaching, research, and service as resources for
nursing education is probably most fully developed in university medi-
cal centers. One would therefore assume that nursing programs located
in university medical complexes would have an advantage in an effort
to become "complete models." The extent to which the potential is
there depends, of course, on the overall quality of the medical center
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itself; and the extent to which the potential is realized in nursing de-
pends on the vision of those aeministering the nursing program. The
twenty-one baccalaureate programs in the SREB states located in
university medical centers are ranked by size of 1979-71 graduating
class in Table XI.

TABLE XI

Accredited Baccalaureate Nursing Programs
in the SREB States Located In a Medical Center

(ranked by size of graduating class 1970-71)*
Graduations

8/1/70-7/31/71

1, University of Maryland 230
2. Texas Woman's University 180
3. University of Texas (Galveston & Dallas) 132
4. University of Virginia 96
6. University of Alabama (Birmingham) 81
6. Emory University (Georgia) 80
7. Baylor University (Texas) 79
8. Duke University ( .C.) 60
8. Virginia Commonwealth University 60
9. University of North Carolina (Chapel Hill) 65

10. 1,81.1 Medical Center (New Orleans) 63
11, University of Florida 60
12, Vanderbilt University (Tennessee) 48
13. West Virginia University 37
14. University of Tennessee (Memphis) 36
15. Medical College of Georgia 34
16. University of Kentucky 32
17. Medical University of South Carolina 27
18. University of Mississippi 20
19. University of Miami (Florida) 19
20. University of Arkansas 11

*Exclusive of new or developing programs as of that date.

It must be remembered that teaching hospitals are selective about the
patients they accept for care and study, and often routine health prob-
lems such as appendectomies or tonsillectomies are hard to come by in
these settings. Also (though this is becoming less true than in the past)
medical centers tend to empha.size acute care and to provide little con-
tact with the day-to-day health problems of the community at large.
The nursing student in the large medical complex may therefore grad-
uate with insufficient knowledge of the ordinary world of health and
illness.

It is conceivable that public colleges and universities, as agencies of
state government, may have some advantage over private institutions
in arranging with other governmental agencies for a variety of clinical
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experiences for students, and that the non-specialized public institution
of higher education may therefore be in the best position to provide the
student with a viable basis for practice. The baccalaureate programs in
the SREB states that fall into this category are ranked in Table XII.

TABLE XII

Accredited Baccalaureate Nursing Programs in the SREB States
Located in a Nonspecialized Public Institution

(ranked by size of graduating class 1970-71)
Graduations

1970-71

1. Florida State University 97
2. University of South Carolina 70
3. Northwestern State College of Louisiana 50
4. East Cato lino. Univentity (N.C.) 42
5. Murray State University (Kentucky) 37
0. 'University of Southwestern Louisiana 37
7. 'University of North Carolina (Greensbo..o) 24
8. State Collegl of Arkansas 23
9. North Carolina AAT State University 22

10. Florida A&M University 10
11. Northeast Louisiana University 14

'Exclusive of new or developing programs as of that date.

The small private institution has a harder time of it to mount and
maintain a quality nursing program. This is certainly not to say it has
not been done; it is simply to say that the odds against it are greater.
When it is done, the achievement reflects moral and financial support
from the institution, dedication on the part of the nursing faculty, and
a cooperative and favorable climate in the surrounding health agencies.
In the SREB states baccalaureate nursing programs are located in the
private institutions in Table XIII (page 21).

What we have been saying, in short, is that each type of setting may
have certain strengths to offer a nursing program. It is up to the program
itself to find and capitalize on them. Quality may be attainable less
easily in some placesand perhaps, in some, not at all. Factors favor-
able or unfavorable to this attainment must be identified and analyzed
frankly in any consideration of establishing or closing a program.

Nursing Expertise

Nurses with high-level expertise are sorely needed to provide faculty
for quality educational programs. However, the need for nursing exper-
tise is not limited to education. Administration, supervision, clinical
specialization, and research are all undersupplied and underserved.
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TABLE XIII
Accredited Biwa laureate Nursing Programs

in the SREB States Located In Private Institutions
(ranked by size of graduating class 1970-71)

Graduations
1910-71

1. Incarnate Word College (Texas)
2. Tuskegee Institute (Alabama) 39
3. Texas Christian University 38
4. Spalding College (Kentucky) 30
5. Columbia Union College (Maryland) 27
6. Dillard University (Louisiana) 26
7, Southern Missionary College (Tennessee) 26
8. Dominican College (Texas) 25
O. Eastern Mennonite College (Virginia) 26

10. West Virginia Wesleyan College 23
11. Berea College 22
12. Barry College Florida) 20
13. Lenoir Rhyne liege (North Carolina) 16
14. Hampton Institute (Vlrgtnia) 14

Educational programs may graduate superb products and send them
into beginning practice, but the contribution these new nurses could
make to the health care system cannot bo realized if those in leadership
positions are not knowledgeable and skillful in their jobs, if expert clini-
cal specialists are not present to provide role models and on-the-job
learning, and if nursing knowledge cannot be brought to bear on re-
search into health and health care problems,

All professions proclaim their need for persons prepared at the grad-
uate level to assume advanced positions and to direct research, butnurs-
ing is perhaps most needful of all. Only 2.7 per cent of the nursing work.
force hold a master's degree or above. Nurses with doctorates are ex-
tremely few; only about 700 are to be found in a nurse population of
some 700,000.

Nursing is aware of its deficiencies in graduate praparation and has
been energetically attempting to close the gap. Graduate enrollments
in nursing in the nation increased by 38 per cent from 1966 to 1970
(MacDonald, 1973). In the SREB states, the number of masters' pro-
grams in nursing increased from 8 in 1955 to 20 in 1973 (both years in-
cluding three programs in schools of public health). Table XIV (page 22)
shows recent growth and present status of masters' degrees awarded in
the region.

Table XV (page 22) presents a breakdown of the 1972-73 graduations
that gives an indication of what they may mean to areas where expertise
is needed.
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TABLE XIV

Graduations from Master's Programs in Nursing,*
SREB States, 1970-71 and 1972-73

State
Masters' Degrees

1970-71 1972-73
No. Programs

1072-73

Alabama 16 46 1

Arkansas 1 22 2
Florida 33 49 1

Georgia 03 84 2
Kentucky 0 22 1

Louisiana 0 19 2
Maryland 77 123 2
Mississippi 0 16 1

North Carolina 24 70 2
South Carolina 0 10 1

Tennessee 7 21 1

Texas 31 138 2
Virgini 3 17 2
West Viarginia 0 0 0

SREB States 255 635 20
U.S.A. 1,542 es

'Including schools of public health.
"National figt:res not available.
SOURCE: Newton and Pemberton (1973).

TABLE XV

Graduations from Master's Degree Programs,
SREB States, September 1, 1972-August 31, 1973

Nursing Focus Total
Functional Purpose of Curriculum

Admin. Supv. Teaching Clin. Spec. Other

Total 636 49 RR RIR SRO Se
Medical-Surgical 210 11 6 99 94
Rehabilitation / 1

Maternal-Child 61 23 28
Pediatric 40 1 1 16 23
Psychiatrie/Mental

health 178 5 1 54 118
Public or Community

Health 69 13 8 38
None 60 32 _ 28
Other 36 13 19 4

SOURCE: Newton and Pemberton (1973).

Most nurses now holding doctorates have earned them in fields other
than nursing. Doctoral programs in nursing per se are a relatively recent
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development. In 1970-71 five doctoral programs in nursing were func-
tioning in the nation and awarded seven degrees in that year. Since then
one program has been established in the SREB region (at Texas Wom-
an's University), which is now in its second year and has 20 candidates
currently enrolled.

The general picture of graduate education of nurses, then, is one of
growth and optimism. However, Dr. Gwendoline MacDonald, in her
recent study for SREB of manpower and education needs in nursing,
sounds a cautionary note:

Graduate education in SREB states has made great strides
during the past few years, but there is considerable evidence
of major problems within the system. The phasing out of fed-
eral support to graduate students and for research in nursing
is creating monumental problems for gr hate programs in
nursing. . . . The withdrawal of federal assistance from specific
areas such as psychiatric-mental health nursing, traineeships
and fellowships for graduate study, capitation grants which
supported needed faculty in many schools, and construction
grants will undoubtedly create serious questions as to the via-
bility of some graduate programs. (p. 27)

It is to be fervently hoped that the maintaining and strengthening of
healthy graduate programs will receive high priority in the distribution
of funds in nursing education. Failing to devise a strategy for increasing
the number of nurses holding graduate degrees, nursing may be forced
to redefine the boundaries of nursing practice.

CONCLUSIONS

External pressures on nursing, created by ongoing changes in the
health care delivery system, seem to be urging the profession to redefine
its role in an upward directionthat is, toward a higher level of pro-
fessionalism. "The nursing of ton-Loll-ow will need to encompass com-
munity-wide planning, long-range thinking, relevant high-impact care,
and day-in and day-out support to patients and families" (Scott, p. 43).
Such activities are a far cry from what many of our graduates are now
prepared to do. At the same time, it .,ould be unrealistic to assume that
the time will ever collie when we do not also need people to do what
current graduates are prepared to do. It is conceivable that the nursing
workforce of the future will become more stratified. At the same time,
by virtue of this very fact, clearer definition of levels and types may
make for smoother intraprofessional relationships. Nursing education
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has an obligation to help clarify and strengthen the total professional
structure.

To do so, we must come to consensus on answers to such questions as
these:

What are the tasks to be performed in the emerging health care
delivery system that nursing will be expected to do? will be pre-
pared to do?

What are the professional and subprofessional levels of these tasks?

What are the human, conceptual, and functional skills required
for these tasks?

What is the knowledge base for these skills at each level?
What kinds of educational programs can best prepare people with

this knowledge and these skills at each level?

Without such decisions on which to base curricular designs, it is only
compounding perplexity to continue multiplying educational programs.

Even if such decisions were already made and agreed upon, the issue
of numbers of programs remains. Whatever the answers to the questions
posed above, it will require strong, stable programs to implement
solutions. Human and financial resources are already overtaxed by the
number of programs we now have. This is true in the nation as a whole,
but especially so in the SREB states, where program productivity is
less and where financial limitations are greater.

While there is real need for additional nurse manpower in the
South, plans for development of any new educational programs
to prepare for entry into the field or for graduate preparation
should be assessed very carefully in terms of the alternatives
available. Attention should be directed to providing adequate
support to strengthen programs already in existence and to-
toward increasing coordination and collaboration among pro-
grams to improve utilization of personnel and resources.
(MacDonald, p. 43)

To make the best use of the resources we have and to insure develop-
ment of a nursing work come atiequale to the tasks being set before it
will require planning, restructuring, and collaboration. Only through
a cooperative effort to build on strengths and minimize weaknesses
can we expect to achieve a system of nursing education equal to the
challenge.
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APPENDIX A

Supplementary Educational and Health Data, by States

The information in this appendix is organized by states; under each
state of the Southern region we are presenting three categories of infor-
mation: first, basic data concerning population and education; second,
statistics concerning the state's out-patient health services; and third,
statistics concerning the state's in-patient health facilities.

We have relied on two sources for this information. The facts in the
first section for each state are from Fact Book on Higher Education in
the South: 1971 and 1972 (Atlanta: Southern gegional Education Board,
1972). This material is up-to-date, the most recent that is available.
However, the material in the second and third section for each state is
not as recent. The source we have used for these sections is Health Re-
sources Statistics: Health Manpower and Health Facilities, 1971, DREW
Publication No. (NSM) 72 -1509 (Washington, D.C.: Government
Printing Office, 1972). We are presenting these facts in an appendix
rather than in the main text because more up-to-date data than these,
which were collected in 1971 and which therefore are probably somewhat
older than that, are not yet available.
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Alabama

Population (1972 estimated) 3,510,000
Percent urban (1970) 68.4

Per capita personal income (1971) $3,050

Institutions of higher education (1971)
Number of private 20

Percent of enrollment 15
Number of public 29

Percent of enrollment 85

State operational appropriations for higher education
per full-time equivalent student (1971-72) $936

Outpatient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 145 720.9 979.3
Gael med.-surg. 135 711.1 930.2
Specialty 10 9.8 49.2

Psychiatric 3 4.4 27.0
Chronic or geriatric 2.9
Tuberculosis 5 3.1 4.5
Other* 2 2.3 14.8

Psychiatric services 28

Comprehensive Health Service
Programs (fed'l funding) 2

Comprehensive Mental Health
Centers (fed'l funding) '1

'Includes e; ENT, epileptic., alcoholic, narcotic, maternity, orthopedic, physical
rehabilitatt% nd other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 148 27,458 8.1 7.6
Gen'l med.-surg. 135 17,167 5.0 5,0
Specialty 13 10,291 3.0 2,6

Psychiatric 4 9,112 2.7 2.2
Chronic disease

or geriatric 0,2
Tuberculosis 1,125 0.3 0.1
Other* 2 54 0.0 0.2

Nursing Care Homes
Total 176 86.0" 48.5"
Nursing Care 161 34.1 36.2
Personal Care

with Nursing 10 1.5 9.0
without Nursing 5 0.4 3.3

Domiciliary Care 0 0.1

Other In-patient Facilities
Total 88 _a-

Deaf or blind 1

Unwed mothers 1

Physically handicapped 1

Mentally retarded 1

Emotionally disturbed 1

Dependent children 17
Other*** 16

*Includes eye, ENT, epileptic, alcoholic, narcotic, matarnity, nromiwile, rh.valoal
rehabilitative, and other hospitals.

**Beds per 1,000 population aged 66 and over.
***Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Arkansas

Population (1972 estimated) 1,978,000
Percent urban (1970) 60

Per capita personal income (1971) $8,036

Institutions of higher education (1971)
Number of private 11

Percent of enrollment 16
Number of public

Percent of enrollment 84

State operational appropriations for higher education
per full-time equivalent student (1971-72) $909

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 106 497.2 979.3
Gen'l med.-surg. 102 485.7 930.2
Specialty 4 11.6 49.2

Psychiatric 1 3.8 27.0
Chronic or geriatric 1 2.0 2.9
Tuberculosis 1 2.1 4.6
Other* 1 33 14.8

Psychiatric services 9

Comprehensive Health Service
Programs (fed'! funding) 0

Comprehensive Mental Health
Centers (fed'l funding) 7

'Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 106 11,192 5.8 7.6
Gen'l med.-surg. 102 10,010 6.2 6.0
Specialty 4 1,182 0.6 2.6

Psychiatric 1 638 0.3 2.2
Chronic disease

or geriatric 1 121 0.1 0,2
Tuberculosis 1 343 0.2 0.1
Other* 1 80 0.0 0.2

Nursing Care Homes
Total 191 54.5** 48.6"
Nursing Care 181 61.'7 36.2
Personal Care

with Nursing 10 2.9 9.0
without Nursing 0 3.3

Domiciliary Care 0 0.1

Other In-patient Facilities
Total 34 _1-

Deaf or blind 4
Unwed mothers 1

Physically handicapped 0
Mentally retarded 3 -_-

Emotionally disturbed 4
Dependent children 12
Other*** 10

*Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

"Beds per 1,000 Population aged 65 and over.
."Includes homes for alcoholics, sheltered care homes, boarding homes, Juvenile

correctional facilities, and other similar facilities having health functions.
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Florida

Population (1972 estimated) 7,259,000
Percent urban (1970) 81

Per capita personal income (1971) $3,848

Institutions of higher education (1971)
Number of private 28

Percent of enrollment 19
Number of public 36

Percent of enrollment 81

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,220

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 217 921,6 979.8
Gen'i med. -sung. 204 876.4 930.2
Specialty 13 45.1 49.2

Psychiatric 8 43.0 27.0
Chronic or geriatric 0 2.9
Tuberculosis 0 4.5
Other* 5 2.1 14.8

Psychiatric services 34

Comprehensive Health Service
Programs (fed'l funding) 2

Comprehensive Mental Health
Centers (fed'! funding) 12

*Includes eye, ENT, epileptic alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No of
Facilities

No of
Beds

Beds/1,000 pop.
State Nat'l

Total 224 46,600 7.0 7.6
Gen'l med.-surg. 206 33,842 5.1 6.0
Specialty 18 12,768 1.9 2.6

Psychiatric 11 11,366 1.7 2.2
Chronic disease

or geriatric 0 0 0.2
Tuberculosis 2 990 0.1 0.1
Others 5 412 0.1 0.2

Nursing Care Homes
Total 822 27.3" 48.5**
Nursing Care 259 22.5 36.2
Personal Care

with Nursing 29 3.7 9.0
without Nursing 32 1.1 3.3

Domiciliary Care 2 0.1

Other In-patient Facilities
Total 121
Deaf or blind 1

Unwed mothers 10
Physically handicapped 2
Mentally retarded 17
Emotionally disturbed 5
Dependent children 27
Other***

*Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

**Beds per 1,000 population aged 66 and over.
*Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Georgia

Population (1972 estimated) 4,720,000
Percent urban (1970) 60

Per capita personal income (1971) $3,541

Institutions of higher education (1971)
Number of private 33

Percent of enrollment 19
Number of public 28

Percent of enrollment 81

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,325

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 192 1,092.1 979.3
Genii med.-surg. 174 1,050.7 930.2
Specialty 18 41.4 49.2

Psychiatric 10 35.4 27.0
Chronic or geriatric 1 3.0 2.9
Tullerculosis 0 4,5
Other* 7 2.9 14.8

Psychiatric services 48

Comprehensive Health Service
Programs (fed'I funding) 1

Comprehensive Mental Health
Centers (fed'l funding) 11

Includes eye, ENT, epileptic alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 202 33,624 7.5 7.6
Gen'l med, -surg. 180 21,782 4.8 6.0
Specialty 22 11,842 2.6 2,6

Psychiatric 12 11,087 2.5 2.2
Chronic disease

or geriatric 1 64 0.0 0.2
Tuberculosis 1 354 0.1 0.1
Other* 8 337 0.1 0.2

Nursing Care Homes
Total 215 39.7" 48.5**
Nursing Care 188 37.6 36.2
Personal Care

with Nursing 14 1.3 9.0
without Nursing 13 0.8 3.3

Domiciliary Care 0 0.1

Other In-patient Facilities
Total 79
Deaf or blind 4
Unwed mothers 2
Physically handicapped 3

Mentally retarded 4
Emotionally disturbed 7
Dependent children 28
Other*** 31

*Includes eye,eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

"Beds per 1,000 population aged 66 and over.
***Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Kentucky

Population (1972 estimated) 3,299,000
Percent urban (1970) 62

Per capita personal income (1971) $3,288

Institutions of higher education (1971)
Number of private 28

Percent of enrollment 19
Number of public 22

Percent of enrollment 81

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,763

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 181 911.9 979.3
Genii med.-surg. 113 873.8 930.2
Specialty 18 38.1 49.2

Psychiatric 6 13.6 27.0
Chronic or geriatric 0 2.9
Tuberculosis 7 13.8 4.6
Others 6 10.9 14.8

Psychiatric services 9

Comprehensive Health Service
Programs (fed'i funding) 3

Comprehensive Mental Health
Centers (fed'l funding) 22

*Includes eye, ENT, epileptic alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 135 20,188 6.4 7.6
Gen'l med.-surg. 116 14,985 4.7 5.0
Specialty 19 5,203 1.6 2.6

Psychiatric 6 3,578 1.1 2.2
Chronic disease

or geriatric 0 0 0.2
Tuberculosis 7 888 0.3 0.1
Other* 6 737 0.2 0.2

Nursing Care Homes
Total 295 89.8** 48.5**
Nursing Care 125 19.4 362
Personal Care

with Nursing 108 14.8 9.0
without Nursing 62 5.1 3.3

Domiciliary Care 0 0.1

Other In-patient Facilities
Total 71
Deaf or blind 2
Unwed mothers 1

Physically handicapped 1

Mentally retarded 3
Emotionally disturbed 2
Dependent children 36
Others** 26

Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

**Beds per 1,000 population aged 65 and over.
***Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Louisiana

Population (1972 estimated) 3,720,000
Percent urban (1970) 66

Per capita personal income (1971) $3,248

Institutions of higher education (1971)
Number of private 11

Percent of enrollment 16
Number of public 12

Percent of enrollment 84

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,454

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 154 1,124.7 979.8
Gen'l med.-surg. 144 1,094.7 930.2
Specialty 10 30.0 49.2

Psychiatric 3 7.6 27.0
Chronic or geriatric 1 0.6 2.9
Tuberculosis 1 4.3 4.5
Other* 5 17.5 14.8

Psychiatric services 33

Comprehensive Health Service
Programs (fed'i funding)

Comprehensive Mental Health
Centers (fed'i funding) 12

'Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In- patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 159 24,972 6.9 7.6
Gen'l med.-surg. 147 17,364 4.8 5.0
Specialty 12 7,608 2,1 2.6

Psychiatric 4 5,845 1.6 2.2
Chronic disease

or geriatric 2 1,107 0.3 0.2
Tuberculosis 1 306 0.1 0.1
Other* 5 350 0.1 0.2

Nursing Care Homes
Total 184 40.1** 48.5**
Nursing Care 177 39.1 36.2
Personal Care

with Nursing 6 0.9 9.0
without Nursing 0 3.3

Domiciliary Care 1 0.1

Other In-patient Facilities
Total 62 - -
Deaf or blind 5 - -
Unwed mothers 6
Physically handicapped 1

Mentally retarded 12
Emotionally disturbed '7

Dependent children 17
Other*** 14

*Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

**Beds per 1,000 population aged 65 and over.
***includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Maryland

Population (1972 estimated) 4,056,000
Percent urban (1970) 77

Per capita personal income (1971) $4,514

Institutions of higher education (1971)
Number of private 24

Percent of enrollment 20
Number of public 24

Percent of enrollment 80

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,257

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 75 1,288.9 979.3
Gen'l med.-surg. 56 1,230.9 930.2
Specialty 19 63.0 49.2

Psychiatric 13 34.4 27.0
Chronic or geriatric 2 0.1 2.9
Tuberculosis 0 4.6
Other* 4 18.6 14.8

Psychiatric services 59

Comprehensive Health Service
Programs (fed'l funding) 2

Comprehensive Mental Health
Centers (fed'l funding) 7

'Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 84 29,032 7.5 7.6
Gen'l med.-Burg. 57 15,127 3.9 5.0
Specialty 27 13,905 3.6 2.6

Psychiatric 14 10,668 2.8 2.2
Chronic disease

or geriatric 5 1,449 0.4 0.2
Tuberculosis 2 442 0.1 0.1
Other* 6 1,346 0.3 0.2

Nursing Care Homes
Total 230 49.9" 48.5"
Nursing Care 188 41.8 36.2
Personal Care

with Nursing 26 7.2 9.0
without Nursing 16 0.9 3.3

Domiciliary Care 0 0.1

Other In-patient Facilities
Total 72
Deaf or blind 2
Unwed mothers 2 ,
Physically handicapped 0
Mentally retarded 9
Emotionally disturbed 10
Dependent children 9
Other*** 40

Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

"Beds per 1,000 population aged 66 and over.
"'Includes homes for alcoholics, sheltered care homes, boarding homes, Juvenile

correctional facilities, and other similar facilities having health functions.
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Mississippi

Population (1972 ef?Imated) 2,263,000
Percent urban (1970) 45

Per capita personal income (1971) $2,766

Institutions of higher education (1971)
Number of private 17

Percent of enrollment 12

Number of public 24
Percent of enrollment 88

State operational appropriations for higher education
per full-time equivalent student (1971-72) $868

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 182 668.7 979.8
Gen'l med.-surg. 125 664.3 930.2
Specialty 7 4.4 49.2

Psychiatric 1 0.8 27.0
Chronic or geriatric 2 0.2 2.9
Tuberculosis 1 0.7 4.5
Other* 3 2.7 14.8

Psychiatric services 5

Comprehensive Health Service
Programs (fed'l funding) 2

Comprehensive Mental Health
Centers (fed'i funding) 6

*Includes eye, ENT, epileptic alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 184 17,816 8.1 7.6
Gen'l med.-surg. 126 11,550 5.3 5.0
Specialty 8 6,265 2.9 2.6

Psychiatric 2 5,876 2.7 2.2
Chronic disease or

geriatric 2 100 0.0 0.2
Tuberculosis 1 252 0.1 0.1
Others 3 37 0.0 0.2

Nursing Care Homes
Total 99 19.8" 48.5"
Nursing Care 69 15.8 36.2
Personal Care

with Nursing 17 2.5 9.0
without Nursing 12 1.0 3.3

Domiciliary Care 1 0.1 0.1

Other In-patient Facilities
Total 22
Deaf or blind 3
Unwed mothers 1 _ - -
Physically handicapped 0 - -
Mentally retarded 1 - -
Emotionally disturbed 0 - ^
Dependent children 7
Other** 10

Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

*Beds per 1,000 population aged 66 and over.
"'Includes homes for alcoholics, sheltered care homes, boarding homes, Juvenile

correctional facilities, and other similar facilities having health functions.

43



North Carolina

Population (1972 estimated) 5,214,000
Peront urban (1970) 46

Per capita personal income (1971) $3,387

Institutions of higher education (1971)
Number of private 44

Percent of enrollment 27
Number of public 54

Percent of enrollment 78

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,600

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 165 889.0 979.3
Gen'l med.-surg. 147 866,3 930.2
Specialty 18 22.7 49.2

Psychiatric 5 6.4 27.0
Chronic or geriatric 1 0.1 2.9
Tuberculosis 3 2.3 4.5
Other* 9 13.8 14.8

Psychiatric services 49

Comprehensive Health Service
Programs (fed'i funding) 2

Comprehensive Mental Health
Centers (fed'l funding) 16

*Includes eye, ENT, epileptic alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities:

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 173 33,367 6.7 7.6
Gent' med.-surg. 147 21,639 4.4 5.0
Specialty 26 11,728 2.4 2.6

Psychiatric 7 9,793 2.0 2.2
Chronic disease

or geriatric 1 73 0.0 0.2
Tuberculosis 4 1,102 0.2 0.1
Other* 14 760 0.2 0.2

Nursing Care Homes
Total 770 44.4" 48.6"
Nursing Care 185 21.1 36.2
Personal Care

with Nursing 270 16.2 9.0
without Nursing 302 7.0 3.3

Domiciliary Care 13 0.1 0.1

Other In-patient Facilities
Total 103
Deaf or blind 4
Unwed mothers 2 I
Physically handicapped 0
Mentally retarded 11
Emotionally disturbed 2
Dependent children 30
Others** 54

'Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

"Beds per 1,000 population aged 65 and over.
"'Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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South Carolina

Population (1972 estimated) 2,665,000
Percent urban (1970) 48

Per capita personal income (1971) $3,162

Institutions of higher education (1971)
Number of private 24

Percent of enrollment 30
Number of public 22

Percent of enrollment 70

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,365

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 90 1,024.4 979.8
Gen'l med. -sung. 81 1,012.0 930.2
Specialty 9 12.4 49.2

Psychiatric 4 9.7 27.0
Chronic or geriatric 1 0.0 2.9
Tuberculosis 1 0.1 4.5
Other* 3 2.6 14.8

Psychiatric services 12

Comprehensive Health Service
Programs (fed'l funding) 2

Comprehensive Mental Health
Centers (fed'! funding) 6

*Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Fatuities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 93 19,387 7.7 7.6
Gen'l med.-surg. 82 12,145 4.8 5.0
Specialty 11 7,242 2.9 2.6

Psychiatric 5 6,481 2.6 2.2
Chronic disease

or geriatric 2 79 0.0 0.2
Tuberculosis 1 568 0.2 0.1
Other* 3 114 0.0 0.2

Nursing Care Homes
Total 95 29.4** 48.5**
Nursing Care 79 25.8 36.2
Personal Care

with Nursing 7 2.6 9.0
without Nursing 9 1.0 3.3

Domiciliary Care 0 0.1

Other In-patient Facilities
Total 34
Deaf or blind 0
Unwed mothers 1

Physically handicapped 0
Mentally retarded 2
Emotionally disturbed 2
Dependent children 18
Other*** 11

'Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

"Pods per 1,000 population aged 65 and over
"'includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Tennessee

Population (1972 estimated) 4,031,000
Percent urban (1970) 69

Per capita personal income (1971) $3,825

Institutions of higher education (1971)
Number of private 41

Percent of enrollment 25
Number of public 18

Percent of enrollment 76

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,280

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number. State Nat'l

Total 162 708.8 979.$
Gen'l med.-surg. 143 657.7 930.2
Specialty 19 51.1 49.2

Psychiatric 8 27.4 27.0
Chronic or geriatric 2 6.0 2.9
Tuberculosis 2 0.3 4.5
Other* 7 17.5 14.8

Psychiatric services 30

Comprehensive Health Service
Programs (fed'l funding) 3

Comprehensive Mental Health
Centers (fed'l funding) 8

*Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 174 80,274 7.8 7.6
Gen'l med. -sung. 160 20,649 5.3 5.0
Specialty 24 9,725 2.6 2.6

Psychiatric 8 8,053 2.1 2.2
Chronic disease

or geriatric 2 685 0.2 0.2
Tuberculosis 3 474 0.1 0.1
Others 11 513 0.1 0.2

Nursing Care Homes
Total 216 29.1** 484**
Nursing Care 171 22.9 36.2
Pemnal Care

with Nursing 24 6.3 9.0
without Nursing 20 0.9 3.3

Domiciliary Care 1 0.0 0.1

Other In-patient Facilities
Total 78
Deaf or blind 2
Unwed mothers 5
Physically handicapped 0
Mentally retarded 9
Emotionally disturbed 4
Dependent children 37
Other * ** 21 -
0InchiftK PUP 1'W1, opileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

"Beds per 1,000 population aged 66 and over.
"'Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Texas

Population (1972 estimated) 11,649,000
Percent urban (1970) 80

Per capita personal income (1971) $3,682

Institutions of higher education (1971)
Number of private 63

Percent of enrollment 17
Number of public 76

Percent of enrollment 83

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,226

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 578 865.9 979.8
Gong med.-surg. 534 820.8 930.2
Specialty 44 45.1 49.2

Psychiatric 16 12.9 27.0
Chronic or geriatric 1 0.0 2.9
Tuberculosis 3 3.0 4.5
Other* 24 29,2 14.8

Psychiatric services 40

Comprehensive Health Service
Programs (fed'I funding) 2

Comprehensive Mental Health
Centers (fed'i funding) 17

'Includes eye, ENT, epileptic alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 601 76,713 6.9 7.6
Gen'l med.-surg. 547 66,669 5.1 5.0
Specialty 54 19,044 1.7 2.6

Psychiatric 17 13,750 1.2 2.2
Chronic disease

or geriatric 2 1,797 0.2 0.2
Tuberculosis 3 1,319 0.1 0.1
Other* 32 2,178 0.2 0.2

Nursing Care Homes
Total 900 56.5" 484"
Nursing Care 745 49.6 36.2
Personal Care

with Nursing 101 5.3 9.0
without Nursing 51 1.6 3.3

Domiciliary Care 3 0.0 0.1

Other In-patient Facilities
Total 216
Deaf or blind 3
Unwed mothers 18
Physically handicapped 5
Mentally retarded 29
Emotionally disturbed 17
Dependent children 76 _ _
Other*" 68

*Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

"Beds per 1,000 population aged 66 and over.
"*Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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Virginia

Population (1972 estimated) 4,764,000
Percent urban (1970) 68

Per capita personal income (1971) $3,866

Institutions of higher education (1971)
Number of private 33

Percent of enrollment 18
Number of public 34

Percent of enrollment 82

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,178

Out-patient Health Services:

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 127 1,109.2 979.3
Gen'l med.-surg. 107 1,078.7 930.2
Specialty 20 30.5 492

Psychiatric 10 22.6 27.0
Chronic or geriatric 1 0.2 2.9
Tuberculosis 2 0.2 4.5
Other* 7 7.4 14.8

Psychiatric services 41

Comprehensive Health Service
Programa (fail funding) 0

Comprehensive Mental Health
Centers (fed'l funding) 5 'yr

Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Facilities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 187 37,013 8.8 7.6
Gong rned.-surg. 110 21,257 4.8 5.0
Specialty 27 16,766 3.5 2.6

Psychiatric 13 14,628 3.3 2.2
Chronic disease

or geriatric 1 63 0.0 0.2
Tuberculosis 2 628 0.1 0.1
Other* 11 437 0.1 0.2

Nursing Care Homes
Total 262 29.9** 48.6**
Nursing Care 137 19.7 36.2
Personal Care

with Nursing 46 7.0 9.0
without Nursing 76 _ 3.1 3.3

Domiciliary Care 3 0.1. 0.1

Other In-patient Facilities
Total 71
Deaf or blind 0
Unwed mothers 5
Physically handicapped 1

Mentally retarded 8
Emotionally disturbed 1

Dependent children 28
Other"* 28 _i

*Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.

**Beds per 1,000 population aged 65 and over.
**Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.



West Virginia

Population (1972 estimated) 1,781,000
Percent urban (1970) 39

Per capita personal income (1971) $3,228

Institutions of higher education (1971)
Number of private 11

Percent of enrollment 18
Number of public 13

Percent of enrollment 82

State operational appropriations for higher education
per full-time equivalent student (1971-72) $1,290

Out-patient Health Services

Patient visits/1,000 pop.

Hospital Ambulatory Care
Number State Nat'l

Total 89 1,111.1 979.3
Gen'l med.-surg. 81 1,068.2 930.2
Specialty 8 42.9 49,2

Psychiatric 5 34.8 27.0
Chronic or geriatric 1 7.5 2.9
Tuberculosis 1 0.5 4.5
Others 1 0.1 14.8

Psychiatric services 14

Comprehensive Health Service
Programs (fed'' funding) 2

Comprehensive Mental Health
Centers (fed'' funding) 5

'Includes eye, ENT, epileptic, alcoholic, narcotic, maternity, orthopedic, physical
rehabilitative, and other hospitals.
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In-patient Health Facilities

Acute-care Settings

No. of
Faclities

No. of
Beds

Beds/1,000 pop.
State Nat'l

Total 94 16,680 9.5 7.6
Gen'l med.-surg. 83 10,656 6.1 5.0
Specialty 11 5,874 3.4 2.6

Psychiatric 6 4,778 2.7 2.2
Chronic disease

or geriatric 2 460 0.3 0.2
Tuberculosis 1 694 0.3 0.1
Other* 2 42 0.0 0.2

Nursing Care Homes
Total 62 13.1" 48.5"
Nursing Care 43 9.1 36.2
Personal Care

with Nursing 14 3.5 9.0
without Nursing 5 0.5 3.3

Domiciliary Care 0 0.1

Other In-patient Facilities
Total 85
Deaf or blind 1

Unwed mothers 4
Phyt;ically handicapped 1

Mentally retarded 2
Emotionally disturbed 1

Dependent children 12
Other*" 14

iirv.-1:44..-- cyc, ENT, tgep."1,,,, riephol:c, =Toth!, ntattrnity, orthopeil, 1,),y..:1141
rehabilitative, and other hOspitals.

"Beds per 1,000 population aged 66 and over.
"*Includes homes for alcoholics, sheltered care homes, boarding homes, juvenile

correctional facilities, and other similar facilities having health functions.
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APPENDIX B

Project Seminar Members

Ms. RACHEL BOOTH, Director of Primary Care and Nurse Practitioner
Program, School of Nursing, University of Maryland

DR. BARBARA BRODIE, Chairman, Maternal and Child Health Nursing,
University of Virginia

DR. SHIRLEY F. BURR, Professor, Psychiatric-Mental Health Nursing,
Graduate Education Program, College of Nursing, University of
Tennessee-Memphis

DR. WALToN CONNELLY, Director, Education and Training, Methodist
Hospital, Indianapolis

Ms. HARRIET DECHow, Chat, man, Nursing Education, Manatee Junior
College

Ms. JOY LYNN DOUGLAS, Director, School of Nursing, Methodist Hos-
pital, Memphis

Ms. ROSE L. FosTER, Executive Assistant to the Dean, School of Health
and Social Services, Florida International University

Da, VIRGINIA GOVER, Director, Undergraduate Program, School of
Nursing, University of North Carolina at Chapel Hill

DR. JACK GREGG, Director, Program Monitoring, Family Health
Foundation, New Orleans

DR. SYLVIA HART, Dean, School of Nursing, University of Tennessee-
Knoxville

Ms. ROSEMARY HENIUON, Clinical Specialist, Psychiatric Division,
Biloxi Veteran's Administration Center

DR. GERALDINE LABECKI, Dean, College of Nursing, Clemson Univer-
sity

DR. GWENDOLINE R. MACDONALD, Dean, College of Nursing, Uni-
versity of South Florida

DR. MARY ELIZABETH MILLIKEN, Coordinator, Health Occupations
Teacher Education Program, University of Georgia

DR. BOBBY G. MOORE, Assistant Dean, College of Community Health
Sciences, University of Alabama
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Da. KAY B. T'ARTRIDGE, Staff Assistant to the Director, Department of
Nursing, The Johns Hopkins Hospital, Baltimore

Ms. VIRGINIA PHILLIPS, Director, Division of Nursing, South Carolina
Department of Health and Environmental Control

Ms. MARIE PIEKARSKI, Coordinator, Program Planning and Develop
ment, University of Kentucky Community College System

Ms. MARION POOL, Project Director, West Virginia Planning Commis-
sion for Nursing

Ms. GAYE POTEET, Director, School of Nursing, Petersburg General
Hospital, Petersburg, Virginia

DR. MARY RERES, Assistant Dean for Graduate Education, School of
Nursing, University of Virginia

DR. KENNETH B. ROBERTS, Department of Pediatrics, The Johns Hop-
kins School of Medicine and The Johns Hopkins Hospital

Ms. GEARLEAN M. SLACK, Director, Continuing Education, School of
Nursing, West Virginia University Medical Center

Ms. MYRTIS SNOWDEN, Professor, Graduate Nursing, Northwestern
State University of Louisiana

Ms. MABLE SPELL, Clinical Nurse Practitioner, Frontier Nursing Ser-
vice, Kentucky

MS. NANCY M. STRAND, Director of Nursing, University of Arkansas
Medical Center

MR. JOE TAYLOR, Administrator, Northside Hospital, Atlanta

DR. SHIRLEY J. THOMPSON, Associate Professor, School of Nursing,
Virginia Commonwealth University

Ms. ISOBEL THORP, Director, Pediatric Nurse Practitioner Program,
School of Nursing, University of Alabama in Birmingham Medical
Center

Ms. EVELYN TOMES, Director, Department of Nursing Education,
Meharry Medical College

Ms, NANCY WILKEY, Assistant Professor, School of Nursing, University
of Maryland

Ms. ARMENIA WILLIAMS, Department of Nursing, Georgia State Uni-
versity

58



MS. EDITH WRIGHT, Director, Family Nurse Clinician Project, Texas
Woman's University

Project Staff

DR. PATRICIA T. HAASE, Director

DR. MARY HOWARD SMITH, Associate Director

Ms. BARBARA B. REITT, Project Assistant

Ms. RUTH GRAY, Secretary
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